Background: The death of a child is a devastating event for parents. In many high income countries, following an unexpected death, there are formal investigations to find the cause of death as part of wider integrated child death review processes. These processes have a clear aim of establishing the cause of death but it is less clear how bereaved families are supported. In order to inform better practice, a literature review was undertaken to identify what is known about what bereaved parents want from professionals following an unexpected child death. Methods: This was a mixed studies systematic review with a thematic analysis to synthesize findings. The review included papers from Europe, North America or Australasia; papers had to detail parents' experiences rather than professional practices. Results: The review includes data from 52 papers, concerning 4000 bereaved parents. After a child has died, parents wish to be able to say goodbye to them at the hospital or Emergency Department, they would like time and privacy to see and hold their child; parents may bitterly regret not being able to do so. Parents need to know the full details about their child's death and may feel that they are being deliberately evaded when not given this information. Parents often struggle to obtain and understand the autopsy results even in the cases where they consented for the procedure. Parents would like follow-up appointments from health care professionals after the death; this is to enable them to obtain further information as they may have been too distraught at the time of the death to ask appropriate questions or comprehend the answers. Parents also value the emotional support provided by continuing contact with health-care professionals. Conclusion: All professionals involved with child deaths should ensure that procedures are in place to support parents; to allow them to say goodbye to their child, to be able to understand why their child died and to offer the parents follow-up appointments with appropriate health-care professionals.
Background
The death of a child can be considered one of the most devastating life events for parents. It is an upset to the natural order of events; most parents rightly expect their children to outlive them. Several years after their child has died, bereaved parents may continue to feel the impact of the death on a daily basis [1] .
The investigation following an unexpected child death varies in different countries, but in many cases involves the police or Coroner as well as health services, with many now having integrated Child Death Review (CDR) processes [2] . CDR typically includes overview of child deaths at a population level with the intention of learning lessons and preventing future deaths; a process that rarely involves parents. However, in many countries CDR also involves detailed investigation of individual child deaths, requiring full medical and social histories from parents, death scene analysis and autopsy [3, 4] . This detailed CDR process has a clear focus on determining the cause of death but does not necessarily address the needs of the family; this is particularly pertinent as detailed CDR could be considered intrusive for the recently bereaved parents.
We undertook this literature review to inform best practice in supporting parents after sudden child death given the potential for intrusion of the new detailed CDR processes. We therefore reviewed the literature on bereaved parents' interactions with professionals such as physicians, nurses, police officers and social workers after the death of their child. This review details bereaved parents' experiences with such professionals and how the parents wished that they had been treated by professionals rather than professional opinions of what best care for bereaved parents may be. The question for our review is 'What do bereaved parents want from professionals after the unexpected death of their children?'
Methods
We used thematic analysis [5] and a narrative synthesis process [6] .
The project did not require ethical approval as it only involved reviewing literature.
Search strategy Databases
We searched ASSIA, Ovid (MEDLINE) and CINAHL databases from 1.1.90 to 31.8.13 . Google scholar was also used but limited to the first 10 screens of results only. We snowball searched all included articles. The search terms used are shown in Table 1 .
Grey literature
We contacted or checked the websites of several bereavement associations and professional bodies for details of any unpublished research reports. These organisations were known to us from our practice or prior attendance at international conferences; they included The Lullaby Trust (UK), SIDS and Kids (Australia), International Society for the Study and Prevention of Infant Death (ISPID), the Child Bereavement Charity (UK), British Association for the Study and Prevention of Child Abuse and Neglect (BASCPAN, UK), Stillbirth and Neonatal Death Society (SANDS), Bereavement Care UK (Cruse) and Compassionate Friends UK.
Inclusion and exclusion criteria
We included original research and systematic reviews of research concerning bereaved parents interactions with health professionals, police or social workers. Included papers were from Europe, North America or Australasia and published from January 1990 to May 2014. Papers were included if they contained even minimal data on bereaved parents' interactions with professionals even if this was not the main focus of the paper. We defined child death as death occurring from birth to 18 years. There was no limitation on language of publication. We excluded papers concerning bereavement counselling as the sole interaction, papers with no data on liveborn children, papers containing data solely relating to children dying prior to 1980 and papers only concerning deaths by homicide or of terminally ill children.
Selection process of studies and critical appraisal JG read the titles, abstracts and full text articles twice (one month apart) for thoroughness. FG and PS reviewed a consecutive sample of 100 titles and abstracts for independent comparison. Formal translations were obtained for two non-English publications.
All included articles were critically appraised according to the overall nature (predominantly quantitative or qualitative) of the paper. We selected the critical appraisal tool for cross-sectional surveys [7] as it includes reference to development of the survey tools such as piloting and validation as well as sampling of the population. We used the critical appraisal tool for qualitative research [8] as it focuses on the key requirements available in most publications: appropriateness of the selected research methods; how participants were recruited; the relationship between the researcher and participants and methods of analyses.
Data extraction, analysis and synthesis
We undertook data extraction and coding separately for quantitative and qualitative papers but used the same process. Firstly, we read the papers in their entirety then re-read them extracting relevant data. During extraction we developed and refined codes based on the data. All data was coded. Coded data was reviewed and codes from both qualitative and quantitative papers combined into themes.
However, the themes included data from studies that recruited bereaved parents whatever the cause of death and data from studies that recruited bereaved parents where the cause of death was of a distinct type such as neonatal death or SIDS. Many of the studies focused only on one aspect of the parent's experience of child death. For our synthesis it was important to ensure we took account of this heterogeneity of studies.
We selected the data from two papers [9, 10] to create a reference framework against which data from the other studies could be compared. These data were chosen as together the papers from which they were extracted, reported studies that recruited parents experiencing all types of child death. Finlay and Dallimore [9] included any child death from any cause; Dent et al. [10] only included sudden deaths in children aged between 1 week and 12 years. They also studied all aspects of the experience including experiences at the time of the death in the Emergency Department, contact with the police and follow-up with General Practitioners and paediatricians. The process of synthesis involved comparison within each theme of the data from all other papers with the reference framework.
For each theme we present first the reference framework findings, and then we present our synthesis of data from other studies.
Results

Search results
Out of 1294 titles and abstracts found by database searches 46 were suitable for inclusion. Snowball searching produced an additional 5 studies and we obtained 1 unpublished research report giving a total of 52 included studies, of which 25 were quantitative, 20 qualitative and 7 mixed. This is shown in Figure 1 . More than 4000 bereaved parents participated in the original studies included in the review.
22 studies were from North America, 12 from the UK, 14 from other European countries and 4 from Australia. 19/25 quantitative studies were questionnaire surveys, 5 were interview surveys and one was a case series. 17/20 qualitative studies involved in-depth interviews with bereaved parents, 3 studies analysed data from open-ended questions in surveys. 4/7 mixed data studies were questionnaire studies, 2 were interview studies and 1 was a combination.
13 studies included child deaths from any cause, 16 studies were of perinatal deaths, 10 studies of SIDS, 7 studies were of deaths on paediatric intensive care units, 3 studies of deaths from trauma, 2 studies of deaths of children with intellectual disability and 1 of suicides. Most studies focused on bereaved parents experiences and perceptions of care and support or interaction with professionals; some purely focussed on views on autopsy.
Details of the included studies are given in Tables 2, 3  and 4 .
Results of critical appraisal
18 studies recruited directly from bereavement support groups which parents had to actively choose to join; thus these parents' experiences may be different from those choosing not to join. The quantitative studies recruitment rate varied from 22 to 100%; in 7 studies the recruitment rate could not be calculated as it was unclear how many eligible families had been contacted.
Death in childhood is associated with lower socioeconomic status [11] and this should be reflected in the socio-economic status of participating parents; however only 28 studies provided these data. Reporting studies only gave brief details describing 'most' participating parents as white (75-100%), married (70-100%), completing some higher education (50% university, mean of 13-14 years in education) and earning higher than average incomes.
It was difficult to judge the reliability of results in 10 studies due to limited details of data collection, development of questionnaires or interview schedules and methods of qualitative analysis. Despite these deficiencies no studies were excluded; this was to ensure no parental experiences are lost but where necessary these issues are highlighted along with the results of these studies.
The results of the critical appraisal process are given in Additional files 1 and 2.
Narrative synthesis of results
Three themes emerged from the review on what bereaved parents want from professionals after the death of their child: to be able to say goodbye, to understand why and how their child died, and to feel supported by professionals.
The themes are shown in Figure 2 . A summary chart for health care professionals is shown in Figure 3 .
Parents want to be able to say goodbye to their child
In the reference framework parents wanted time to hold or be with their children after death, to say goodbye even if the body was mutilated; parents deeply regretted this if they were unable to do so [9, 10] . These were consistent findings across many studies of all types of child death; with qualitative studies detailing parents' desire for privacy, a peaceful space and adequate time to be able to say farewell [12] [13] [14] [15] [16] [17] [18] [19] [20] .
In interview studies, parents have described seeing or holding their infant or child's body as helpful and that not being able to do so increased their grief [16, [21] [22] [23] ; however survey findings of this are less certain. In one study after perinatal death 30/30 mothers found seeing the baby helpful [24] whereas only 6/21 parents found this helpful in a study of a wider range of child deaths [25] . Parents may choose not to see their child after death, but one-third of parents in a large qualitative study (n = 38) expressed regret that they decided not to see their baby after a perinatal death [20] . However, even when warned of potential regret, a minority of neonatally bereaved parents still felt strongly that they did not want to see their baby [26] . Qualitative studies have reported that parents may still wish to see their child after a traumatic death although others may prefer to remember them unhurt [27] . When parents do not see their child they often imagine the injuries to be worse than they really are [17] .
Parents want to know how and why their child died
Many different studies of all types of child death confirmed the parental need for information about their children's deaths identified in the reference framework [17, 22, [28] [29] [30] [31] [32] [33] . Conversely, a case record review showed that only 28% of relatives sought results of forensic autopsy examination despite these not being available from any other source; families may not though have been aware that they could seek these results [34] .
Both surveys and interview studies have reported that information after any type of child death may help parents make sense of the death and help with their grief [16, 27, 28, [35] [36] [37] . Interview studies reveal that information about the death reassures parents that children did not suffer and everything possible was done to save them [16, 17, 29] . Similarly, detailed information reassures parents that their actions were appropriate, helping to diminish some of their feelings of guilt [15, 17, 35, 38] .
Parents want to know the cause of death especially for sudden unexpected deaths; the lack of explanation for SIDS may result in further parental distress [10] . Consistent with this a survey of 892 SIDS parents found that finding the cause for death was of the greatest importance for parents [31] and a survey of 413 perinatally bereaved mothers showed that 21% were struggling to understand why their baby died with 51% wanting further information [28] .
A consistent finding of studies of all types of child death is that parents have requested follow-up appointments with professionals to ask for further information as at the time of the death they were too distressed to comprehend detailed answers [16, 17, 28, 38, 39] . However, parents have commented in interview studies that returning to the hospital may cause distress from traumatic memories [29, 40] , and that following a neonatal death there may be an additional burden of appointments in several different departments [29] .
Bereaved parents have described, in interviews, how the lack of information has led them to assume that it is being deliberately withheld [9, 28] and following violent At the Ɵme of death
•Offer all parents the chance to see and hold their child's body even following a traumaƟc death.
•Allow families Ɵme and space to say goodbye to their child.
Days aŌer the death
•Parents need to know how and why their child died; this informaƟon is oŌen not available immediately.
•Doctors should ensure that this informaƟon is shared with parents at a later date.
Weeks aŌer the death
•Parents should be offered follow-up appointments with paediatricians, bereavement teams or family doctors.
•These appointments allow parents further opportuniƟes to discuss their child's death as well as providing emoƟonal support. deaths their determination to obtain information from the authorities [27] .
Autopsy An interview study of neonatal deaths found that autopsy results may be a powerful tool in helping parents reach a sense of closure [41] ; similar results were shown in a survey of SIDS parents where 66% (93/141) believed that mandatory autopsy had helped resolve their grief, even for the 17% (24/141) parents who had not wanted the autopsy initially [42] . Conversely with autopsy of older children, a survey showed only 40% of parents found the results useful and 38% thought the results helped with their grief; however this survey had a low response rates so these results may not be generalizable [32] . Interview studies and surveys have detailed parents' reasons for consenting to autopsies: to obtain further information about neonatal deaths and future pregnancies in particular was the reason given by 'the majority of parents' [41] and by 50% of parents in another neonatal study [43] . Bereaved parents following all types of child death wanted information from their child's autopsy to help other families in the future [32, 41, 44] . Around half of parents who declined neonatal autopsy in two studies did so because they had no unanswered questions and half because they do not want their baby's body traumatised further [41, 43] .
Surveys and interview studies have shown that a small minority of parents, after consenting to child autopsy subsequently regret it, this ranges from 6-8% [32, 43, 45] ; but after refusing a neonatal autopsy some parents regret the loss of potential information, this ranges from 7% [43] of those declining autopsy to 30% [45] . Thorough explanations of the autopsy process are needed, particularly if parents are going to view their children again afterwards, sanitising explanations prior to autopsy may result in more distress later [44] .
In Dent et al., some parents struggled to understand the autopsy results despite explanations from professionals [10] . Consistent with this finding other studies have shown parents not receiving autopsy results despite giving consent to the procedure; this happened in 4/13 intensive care deaths [23] . After sudden cardiac death some parents received autopsy results by post so lacked the opportunity to discuss the results with a clinician [16] and a study of paediatric autopsy reported that only 42/52 parents had results explained to them [32] . Parents have reported not understanding explanations of results and thus feeling that their questions remained unanswered [28, 35] ; this was the case for 8/16 mothers following neonatal autopsy [45] but in a much larger survey of neonatal autopsy 101/120 parents thought the results were explained appropriately and only 16/120 parents wanted further explanation [43] .
Parents want to feel supported by professionals
Emotional support Parents felt supported by professionals who showed they were upset when breaking bad news; conversely they were offended if professionals were cold and unemotional. Many parents felt uncared for by the hospital immediately after their child's death often being left to arrange their own way home [9] .
Consistent with the reference framework, other studies of all child deaths report that parents appreciate staff members showing emotion [15, 19, 27, 30, [46] [47] [48] and mothers interviewed after a neonatal death interpreted staff who lacked emotion as being uncaring [13] . Similarly other surveys reported on a lack of care shown to parents; 20% (83/413) of perinatally bereaved parents commented on a lack of sensitivity and care by their caregivers [28] and 37/70 parents were dissatisfied with hospital staff after road traffic accident deaths [36] .
Other studies have given further details of parents' experiences of emotional support; doctors are valued as guiding parents through the crisis of their children's deaths [18, 39] , social workers and chaplains have been important to parents after intensive care deaths [23] , police officers have been supportive with sudden deaths but their presence can be upsetting for some due to the implication that a crime may have occurred [16, 35] . Parents may clearly remember interactions with professionals at the time of their children's deaths; later these memories may bring comfort or distress for both hospital [18] and community deaths [49] .
Most parents wanted mementoes of their child but these were offered to less than half of families [10] . Other studies confirm the significance of these mementoes or returning a child's clothing and possessions after sudden deaths [33, 50] or those on intensive care [23] ; photographs may be particularly valued after a perinatal death [24] .
Emergency services In the reference framework there were mixed findings with some but not all parents praising the police for their support [9] . In Dent et al., most parents were happy with the emergency services although 28% of parents thought the police unsympathetic and one-third of parents were not allowed to accompany their child in the ambulance [10] .
Only 4 studies, all of SIDS, detailed parents' views of the police; these were similarly mixed. In one study 48% of parents thought the police were kind and helpful, but 30% felt they were unhelpful and treated parents as guilty and assumed that a crime had been committed [35] ; another study commented on disproportionate police involvement [51] . Conversely, in Ireland, satisfaction with police services following SIDS is high with 86/100 parents finding police helpful [52] and 75% of 69 parents stating that police carried out the process of identification sensitively [53] . These results are surprising given that there is a similar level of involvement by UK and Irish police in SIDS cases.
Only two other studies reported parents' views on ambulance services. 50% of 109 SIDS parents thought ambulance staff were helpful but 21% criticised ambulance staff for seeming to panic and being ill-equipped to deal with infants [35] . 41/80 parents were dissatisfied with ambulance services following road traffic accident deaths [36] .
Professional support In Finlay and Dallimore, the most helpful support for parents was on-going contact with a professional present at the time of death [9] . In Dent et al., parents wanted more practical information about dealing with the bereavement and for professionals to remain in contact with them [10] . As in the reference framework, bereaved parents in other studies wanted continuing contact with medical teams both after sudden deaths and those in hospital [18, 35, 38, 47] . This is particularly important after sudden deaths and suicides, as grief-stricken parents may feel unable to contact professionals themselves, suggesting contact should be offered routinely and continued for some months [16, 47, 54] . In interview studies parents have explained that they want professionals to show that they care about them and their family after the death [29, 38, 39] , sharing memories of the child is an important part of this [29, 39] as is attending funerals or offering formal condolences [18, 30, 35, 39, 40] . Parents in interview studies described feeling abandoned by professionals when contact stops after a child death having grown close to staff during prolonged hospital stays [12, 18, 38] or with the abrupt cessation of support services after deaths of children with intellectual disability [14, 55] . Similar feelings of abandonment by professionals are also felt by parents after sudden cardiac death [16] or SIDS [35] despite their families not being known to services prior to the death.
Follow-up of bereaved parents by physicians or other health professionals In Finlay and Dallimore, only 16/ 120 families had any hospital follow-up [9] . In Dent et al., more than half of parents had no follow-up a with a hospital paediatrician; of those who did 88% found it helpful. Very few families had formal follow-up with the GP or health visitor but all of these found this helpful [10] .
Rates of hospital follow-up for bereaved parents were very variable ranging from 16% to 77% for SIDS [50, 52] , 77% for deaths on paediatric intensive care [56] and 92% for neonatal deaths [29] . Similar to the reference papers, in 13 studies parents stated that they would like more medical follow-up after all child deaths [14, 17, 18, 27, 29, 31, 38, 47, 50, [57] [58] [59] [60] and no study reported parents wanting less contact with professionals.
Although Dent et al. reported high rates of parental satisfaction with paediatric follow-up [10] lower rates were found in other studies: 56% and 63% for SIDS [35, 58] , 33% for perinatal deaths [25] and 62% for pediatric intensive care deaths [56] . Again, unlike in Dent et al., in one study only half of parents were satisfied with GP or health visitor follow-up after SIDS [35] although other parents have commented that they found comfort by talking to their health visitor as she had known the child in life [47] . Surveys of bereaved parents showed that parents appreciated follow-up appointments where paediatricians have explained the cause for infant deaths [57, 58] and offered emotional support in the longer term [57, 61] . For SIDS parents, such emotional support from professionals is associated with increased positive affect up to 5 years after the death [37] ; however, not all parents will want emotional support [42] .
Good communication In Finlay and Dallimore, twice as many parents said that the bad news had been broken in a sympathetic manner compared to those who did not [9] . In Dent et al., all parents reported that they had been told sensitively about their child's death [10] .
Other surveys show varying rates of satisfaction with breaking bad news, from 46% following sudden deaths at any age to 62% following child deaths in road traffic accidents [36] and 87% after neonatal deaths [59] . Dissatisfaction after any sudden death in children or adults was mainly associated with a lack of information [17] .
Other qualitative studies give further details from a wide range of child deaths. When breaking bad news professionals' language should be appropriate for the parents' to understand, not give false hope but not be so factual as to give offence; parents should be given time to assimilate information prior to addressing other issues [39, 46] . Parents want to feel listened to at the time of the death [14, 28] and subsequently [21, 27] . Parents have reported that sometimes professionals lack compassion [39] , dismiss their feelings [27] , avoid parents [30] , or show them outright hostility [27] and openly judge their lifestyles or parenting choices as their children lie dying [18] . Parents have also described actions by professionals that are inappropriate and insensitive: handing bereaved mothers routine well-baby information [13] , suggesting infant deaths are 'God's Will' or that mothers can have another baby; and suggesting that parents should be satisfied as they have surviving infants in deaths following multiple pregnancies [21, 30] .
Discussion
Our review found that parents wish to be able to say goodbye to their child at the hospital; staff need to ensure that families are welcomed and that they are given time and privacy to say their farewells. Receiving timely and appropriate information about their child's death is an important part of the grieving process for parents. Parents value emotional support from professionals at the time of death and in the subsequent weeks and months. Parents appreciate follow-up appointments with professionals both to help them understand why their child died and as a way of offering continuing support to the family. These findings can be used by any professional supporting bereaved parents within health care, police or social services.
This review includes the experiences of over 4000 bereaved parents whose children died unexpectedly at any age. The review has highlighted considerable consistency in what parents report as their needs following an unexpected child death, despite differing ages of children and causes for deaths. There was a significant overlap in findings in many studies and theoretical saturation was reached before all papers were coded; thus it is unlikely that any significant themes have been missed. The review is however limited by the lack of papers published on interactions with police or other agencies so the findings may have limited applicability outside of health care. Most of the studies recruited mainly from white families with above average incomes; this may reduce the generalizability of the results as child deaths occur more commonly with social deprivation.
This literature review includes data on child deaths of all ages; the only comparable similar systematic reviews are of parents' experiences of perinatal deaths. These results are similar in that parents found holding their baby after death to be beneficial and wanted more information on why their baby died [62] .
Conclusions
It is clear from this literature review that parents would like to be offered more support from professionals after child death; the support should not finish when parents leave the hospital without their child. Hospital staff should be trained to support parents at the time of child death and policies put in place to ensure families are able to say goodbye to their child in a dignified way. Clinical staff should ensure that contact is maintained with bereaved parents and they are invited back for follow-up appointments to discuss their child's death as a matter of routine; no parent should be left with unanswered questions about their child's death.
As child death review (CDR) processes become more elaborate there remains the potential for this to become an intrusive process for the parents; although parents may obtain more information as to the cause of death, the enquiry process may increase their distress. CDR is now undertaken in many countries so the potential for parental distress is great. It is essential that all such processes are developed and delivered in ways that are supportive to parents, help them to understand the reasons why their child died, and enable them to say goodbye to their child in an appropriate and supported way.
